SYNOPSIS A long-term review of 108 women suffering from various forms of vulval dermatosis is described and a detailed analysis of those with chronic hypertrophic vulvitis, lichen sclerosus et atrophicus, and neurodermatitis is made. One case of neurodermatitis and two cases of lichen sclerosus progressed to carcinoma but no case of chronic hypertrophic vulvitis became malignant. It is possible that vulval dermatoses occur more commonly in the nulliparous than in the parous women and there is a slight preponderance of women who are blood group A.
It is suggested that the term 'leukoplakia' should be abandoned and that vulval lesions should be described in precise and meaningful histological terms.
Although the vulva may be regarded as part of the genital tract it is also part of one of the largest organs of the body, namely, the skin. For this reason most of its disorders are those of the skin modified only by site. However, when well defined dermatological conditions such as psoriasis and candida infections are excluded, a residue of ill-defined dermatoses remains which have been variously termed leukoplakic vulvitis, leukoplakia, kraurosis, and lichen sclerosus et atrophicus. The clinical behaviour of vulval dermatoses may be affected by the warm and moist environment and the histological appearance is modified by lichenification which follows scratching. These factors have contributed to the confusion in the diagnosis of distinct disease entities.
There are two major problems in the study of vulval dermatoses; first, the formulation of a discriminating and acceptable terminology, and second, the assessment of the malignant potential of the lesions thus defined. The (Berkeley and Bonney, 1909; Wallace and Whimster, 1951; Hunt, 1954; Hyman and Falk, 1958; McAdams and Kistner, 1958; Barker and Gross, 1962; Lever, 1967; Montgomery, 1967; Novak and Woodruff, 1967; Janovski, 1970: Janovski and Douglas, 1972; and Milne, 1972) (Woodcock, 1973 hypertrophy. Montgomery (1967) gives the most detailed description and speaks of 'benign' leukoplakia and also of epithelial changes going on to a 'Bowenoid' picture. McAdams and Kistner (1958) distinguish leukoplakia from benign leucokeratosis, in which cytological abnormalities are lacking. In leukoplakia they describe the following cellular abnormalities: (1) poor orientation, (2) of the incidence and age distribution of both vulval carcinoma and vulval dermatoses, and for these latter conditions such information is wholly lacking. However, the slightly younger average age of the women with both a dermatosis and cancer compared with women with vulval cancer only suggests that the dermatosis may be a predisposing factor. It is possible that factors which cause dermatoses in the vulva may be initiators of a field change which only needs a promoter to reveal its malignancy.
The term leukoplakia conjures up an emotive reaction because of the implied malignant potential. Strictly the term describes a naked-eye appearance of the vulva characterized by the presence of white patches which result from keratinization of the epithelium and an increased distance of the blood vessels from the surface. Since the pathological changes causing these white patches are various (Milne, 1972) , attempts to define the term 'leukoplakia' have been imprecise and confusing. This diagnosis should therefore be abandoned and replaced by a precise histological description. By analogy with the cervix, terms such as carcinoma in situ and dysplasia should be used to indicate grades of cellular abnormality suggestive of potential malignancy. The cases here termed 'chronic hypertrophic vulvitie' and 'neurodermatitis' can only be distinguished on the grounds of anatomical location (see above) and should be assessed individually and described in simple histological terms, care being taken that specific dermatological conditions are not overlooked. Lichen sclerosus remains a distinct condition which may also be found elsewhere on the body but with no malignant association outside the anogenital region.
